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F 323" Continued From page 35 .
' assisted by only ene (1) SRNA at the ime, and !
¢ rolled too close to the edge of the bed and ended |

up rolling out anto the floor. The rasident slated

" helshe “yallad” and five {5) other staff arrivad

« after that. Resident #3 slated he/she had hurt

his/her right leg, :

- Phane Interview, on 05/14/14 at 440 PM, with
 SRNA #4 revealed she was frequently assigned ;
- {o Resident #8. She statad on 03/06/14, she was |
. Providing inconlinence care for Resident #8 which |
" included perineal care and applying a new brief, :
t SRNA#4 stated Resident #8 rolled over too farin
. the bed and fell to the floor fanding on herthis
" buttocks with herfhis back against the dresser
i and wall. She reported she went to getthe hurse -
. Who assessed Resident #8 by obtaining vital ;
 signs and checking the resident's arms and legs
; for movement. Continued interview revealed _
- Resident #8 denied pain, and she and the nurse |
! assisted the resident to a standing position and
: back on the bed. SRNA #4 stated she was never
_questioned or educated by the DON or by i
; administrative sfaff related to the incident, ang
, was still turning and repositioning Resident #8 by !
- P hersslf, although the resident still triad to help
i when being turned and often rolled over foo far,
' SRNA#4 stated other staff were also turning and
 positioning Resident #3 in the bed without 5
: asslstance. However, review of the Daily Cars
" Pian Record used hy SRiNAs when providing
; resident care, ravealed Resident #8's was revised
01 03A06/14 for tha resident to have two {2} :
! person assistance with bed mobility. Further i
. inferview with SRNA #4 revealed SRNA's were to .
refer 1o the "nurse aide care plan” (Daily Care i
{ Plan Record) at the nurse's station when
. Providing care for residents: however, she had )
' nothing to reference for care needs while she was |

I issues are corrected immediately.
' Documentation is provided to the
! Administrator and the Safety
Committee. '
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{in residents’ rooms and had to try to remember afl | ; . .
; inferventions for the residants. She stated she | | Monitoring for Sustainment !
‘was unsure what the care plan said regarding é ‘ j Results of  the weelkly ;
| bed mobiity for Resident #3, ? . environmental  rounds  are |

! Phone Interview, on 05/14/14 at 505 PM, with

: Registered Nurse (RN) #2 wha was assigned to
‘Resident #8 at the time of the fali on {3/06/14,

I revealed SRNA #4 came to her and reported the

- resident had rofled out of bed and had landed nn .

'he floor but had ot hit Rls/her head. She statad
f she assessed Resident #8 by obtaining vital

i signs, and assessed for rarge of motion and
“pain. RN #2 stated she and SRNA #4 assiatad

i the resident back to bed and she did nat

. remember i they used 5 mechanicsl ff for

I transfer or stood the resident Up. She stated she f

; iad filled out an Incldent Report and also written
" the Tall incident on the Twenty-Four (24) Hayr
| Report. RN #2 reported sha thought she had
; documented the incident and her assessment of
! the resident In the Nurse's Notes, She stated she
| Was never educated refated to the incldent or
" questioned by the DON or administration, RN #72
' stated she thought Resldent #8 was stilf to have
! - only a one {1) person for bed mobifity and did not
* think that had changsd. However, review of the
i Comprehensive Caro Plan and SRNAs "Daily
. Care Plan Record” revealad thay were revised
L 03/06/14 for Resident #8 to have assistance of
i tWo (2) staff with bed mobility. Furthar interview
- with RN #2 revealad staff were o refer o the
i "Nurse Aide Care Plan® or the Comprehensive
. Care Plan as a reference for care needs for

! residents,

. Continued interview on 05/14/14 at 5:15 PM and
£5:45 PM, with the MUOS Coordinator revealed sha
j obtained informat’fon hseded to complate the

i monitored by the Administrator
P oand  reviewed by the Safety
Committee that meets monthly
for recommendations and follow-
i up. The facility's DON, ADON,
i and/or Quality Assurance Nurse
§ ! completes  weekly  reviews
| ' following  the routine Care
Conference schedule. Reviews
! are  completed  utilizing a
[ checklist that includes falls risk
j | assessments and attending Care
‘ Conference meetings., These

reviews will occur weekly for 1
month.  Reviews will resume
i monthly as part of tha facility’s
| ' Quality Assurance (QA) program.
i The results of these reviews are
£ submitted for review to the QA
: committee members monthly,
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F 323 | Continued From page 37

MD&'s by interviewing staff about residents' care i

"'needs and functional abliifies. She stated she

aiso had the SRNAs' compléte the seven (7} days |

" of the ADL Tracker forrn which gpecified what

| many staff was required to assist the resident Jn
bed mability, eating, transfers and tolleting. The

i MDS Coordinator stated she also observed staff

during care te see how much assistance

- Comprehensive Care Plans and the Daily Care

i Plan Record from the MDS Assessments.

“According to the MD'S Coordinator, she

: completed the Daily Care Plan Racord at the

" baginning of each menith, Continued interview

i revealed for Resldent #8 she shauld have noted

- on tha Comprehensive Care Plan and Hie Oafly

. Care Plan Racord, the resident was fo have

[ agsist of two (2) for bed mobility, after she

; complated the 01/29/14 MDS, which had

[ revealed tha resident needed two (2} for bed

. Mmobility. Further interview with the MDS

{ Coordinator revagled the DON, Social Services
(58} and the Activitles Coordinator worked

i logether as a team fo davelop and revise care

" plang in the care plan meetings.

 nterview, on U5714/14 at 4:10 PM and 7:00 PM
. and 05/15/14 at 3:45 PM, with the DON revealed

i {he facllity could nat share Incident Reports or fall °

Investigations as they were part of the facility's
{ Quality Assurance. However, during the
interview, she aflowed the Surveyor to brieily
: glance at the investigation information to check
 for a nursing assessment and notifleations to the
. Physician and Responsible Party after the fall.
i She stated Residant #8' fall occurred on

03/06/14 at 6:00 AM, and she had written the late ,

| entry related to the fall on 03/06/14 at 8:45 AM.

. type of assistance the resident required and how ;

residents required. She stated she generated the 4
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i

* Bhe further stated she had taken information

j from the Incident Repart, completed by RN #2, to :
document the late eniry including vital signe. The |

: DON reveslsd the nurse, RN #2, who assessed

. Resident #8 should have documerted her

‘assessment in the Nurse's Notes because the

. Incidert Report and fall investigation were not a

“partof the parmanent record. She stafed her

i expectation was for the nurse to assess for pair,
skin conddion, range of motion, vital signs, and

L document this assessment, as well ag, document i

» notifications to the Physiclan and responsible
“party. Continued interview revealad her

{ Investigation of the fall consisted of reading the
Incident Report and fall investigation completed
! by RN #2 and interviewing Residant #3,

i According to the DON, the last MDS completad

* prior to the fall on 03/06/14, was a Quarterly MDS
| completed on 01/29/14, which stated the resident

;required two (2) to assist with bed mobifily. &he

| stated the Comprehensiva Care Plan and the

| Rally Care Plan Record should havs also

reflected Resident #8's assessad need for wo

| to assis! with bed mobility, as the Care Plan was

. generated from the MDS. The DON reported

{ normally the MDS Coordinator completed the

i Care Plans which wers reviewed for Foguracy in

 the Care Plan meeting by her and the

i Interdisciplinary staff, which consistad of the

. Soclal Worker, the MDS Coordinator arief

: sometimes therapy staff. She stated this

i Information was then placed on the Nurse Aide

* Care Plan/Daily Care Plan Record by the MDS

f Coordinator. The DON revealed the
inierdisciplinary team met as a graup the next

! morning after any fall to discuss the reasons for

; the fall and any new interventions neaded, She

* stated in regards to Resldent #8's fall sha feit the

i root causa of the fall was the resident being

i
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F 323 Continued From page 39
: assisted with one (1) staff, instead of two (2) as
- assessed for bad mobility. She stated both the
' Comprehensive Care Plan and the Daity Care

 With the: DON, revealed she had not performed
Interviews or re-education with the staff involved
. 8t the time of the resident's fall, and confirmed
“changes in the care plan were not necessarly
; verbalized to staff. The DON stated the SRNA'
- were to review the Dally Care Plan Record daily,

“all cormunication to staff for any changes made

{ In reference to care of the resident, was by review | ;
 of the Daily Care Plan Record or Comprehensive -

| Care Plan, as there was not necessarlly verbal
: communication fo staff when a change was

j made.

| Interview, on 05/14/14 at 6:35 PM, with the

; Quality Assurance Nurse revealed changes made ;

[ to the Comprehensive Care Pians or the Daily

| Care Plan Record were not communicated

{ verbaily to staff: however, the SRNA' were

- axpecled to read the Daily Care Plan Record at
| the beginning of each shift and shoutd recognize
{ any changes then. :

! 2. Observation on initial tour of Room 214 on

i 05/13/14 at 11:27 AM revesled a hanging csiling
! vent cover over the toilet seat in the resident

i bathroom.,

i

| Interview with SRNA #1 on 05/13/14 at 11:34 AM, j
- revealed the ceiling vent cover had bean like that ,‘

: "for awhile". She stated the vent caver should
: have bean reported to maintenance, especially
; since it could hava fallen and hit a resident in the

i head and caused injury.

 Plan Record was updated on D3/06/14 for two (2} |
- staff to assist with bed mobility. Further interview :

i at the beginning of each shift. She further stated )

i ;

s F 323i ;
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F 323? Continued From page 40

intarview with the Quality Assurance Nurse an

F0513/14 at 11:44 AM, revealed the ceiling vent

. cover stiould not hang from the ceifing, as it held
the possibility of injury to a resident i it fell on

i their head. She stated the loose vent cover

, Should have been reported to maintenance for

* repair,

- Observation on 05/15/14 af 5:44 PM with the
' Maintenance Director, revealed the bathroom
 vent cover was still loose from the celting in
, Room 211, nterview, during the observation,
- with the Maintanance Dirsctor revealed a loose
| ceiling vent cover could be a safely hazard, as it
. could fall on a resident,
F 328 1483.25( k) TREATMENT/CARE FOR SFECIAL
88=Dj NEEDS

I'The fagiiity must ensure that residents recelye
i proper treatment and care for the following

: spacial services:

! Injections;

i Parenteral and enteral fhuidls;

* Colostomy, ureterostomy, or Heostomy care;
! Tracheostomy care;

| Tracheal suctioning;

| Respiratory care;

i Foot care; and

. Prostheses.

i

! This REQUIREMENT is not met as svidenced
by

| Based on observation, interview, and review of
" the facility's palicy, it was determined the Tacillty

i
¥
H

i

Hfalled to ensure respiratory equipment was clean |

; and stored appropriately in a manner to prevent

F 3231
i

Completion Date

6/18/14
6/18/14 -

3 328 [»] 483.25{K)
TREATMENT/CARE FOR SPECIAL
NEEDS ‘

Action for Residents Affected by

Deficient Practice

Resident #10 and un-sampled
resident A's oxygen tubing and
nebulizer tubing were corrected

i

If confinuatlon shest Page 41 of 58
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[ : upon  jdentification by  the
F 328 | Continued From page 41 j F3z8! P v !

! the spread of infection. :
H i
- Observation on initial tour revealed oxygen tubing
: andfor nebutizer tubing was not stored i
" appropriately as per facility guidefines (bagged).
: The oxygen tublng andfor nebulizer tubing was
“ observed to be stored uncovered on the residents |
: bedside tables, on the oxygen concentrators, :
~draped over the back of a wheelchalr, stored an

: top of a toilet, and stored on the sink.

{ The findings inciuds: j

| Review of the facility "Respiratory Equipment :
: Change and Cleaning Guidelines, revised :
[ 11718105, revealed Nebufizers, nasal cannulas, ,f
n and regpiratory tubing was to be stored in a .
[ plastic bag when not in use. |
f 1. Observatton o initial tour on 05/13/14 at 11:30 f
| AM, of Room 108 revealed Resident #10's :
nebulizer machine was on the bedside table and !
1 the: nabulizer tubing was not covered or i
! contained, but lying on the bedside table. Further !
observation at the same time ravealed :
Unsampled Resident A's nebulizer machine was |
| on the resident's bedside table and the tubing |

was lying on the bedside table, uncoverad. Thers i
was no bag available for the nebulizer tubing for ;

storage for either resident. !

I Cantinued observation on initial tour on 08/43/14
at 11:35 AM, revealed a oxygen concentrator with ;
i & nasal cannula and tubing which was uncovered
i lying on top of the concentratar In the hall I front
Fof the nurses station, Unsampled Resident B's
{ name was on the concentrator and there was no j
 bag for storage of the oxygen tubing on the =

? concentratar,

facilities infection control RN on
5/13/14. Oxygen tubing in room
| 107B  was  corrected upon
~ identification by the facilities
infection control RN on 5/13/14.
Room 100 nebulizer tubing was
corrected upon identification by
' the facilities infection control RN
| on  5/13/14. Room 108A’s
. nebulizer tubing was corrected
upon identification by the
facilities infection contrel RN on
5/13/14.

!

| Identification of Other Residents
Affected by Deficient Practice |
On 5/25/14 through 5/28/14, all |
licensed staff was in-serviced on
respiratory equipment changing
and cleaning and storage. On
; 5/30/14, the infection control
; nurse completed a facility wide {
: infection  control  review to
; ensure that all respiratory tubing

and equipment were heing

! stored in accordance to infection

contro! guidelines, :

1
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F 328 Continued From page 42 i F 323}' Systemic  Changes for Non- i
i X . ' ' Recurrence
Intetview on 05/13/14 at 11:35 AM with the o | Infection contrel rounds are
- Quality Assurance Nurse revealed oxygen tubing : )
i was ta be changed weekly and bags were to bg ' completed by supervisory staff
avallable on the concentrator to store the oxygen ; daily x four weeks and weekly
' tubing when not n use. thereafter once compliance has
' G heen sustained. Any infractions
+ 2, Further observation on initlal tour on 08/13/14 identified during rounds are
- at 711.30 AM, revealed in Room 107 B the nasal ted to  the facilities’
" cannula oxygen tubing was fylng uncovered ) reporte
| Cofled over the back of the wheel chair. Alsg, in 5 infection control RN for one on
| the bathroom of reom 109, nebulizer tubing was | one follow-up with facility staff.
. observed on the back of the toilet, uncoverad and i 5
{ unlabeled, and room 108 A revealed Nebullzer ! Monitoring for Sustai :
tublng on the sink, uncovered and unlabeleq, ! ; ORILOMng for Sus a'.lnmlem: :
i | ’ Results of the daily infection ;
 Interview with Licensed Practica! Nurse (LPN) #4, i control rounds are reviewed at |
-0 514/14 11:30 AM, revealed the nurse J ; . . :
| responsible for the resident was also responsible ; the clinical mceef::‘r:lg held ‘On i
; for making sure the tubing was properly bagged / weekdays. The clinical meeting
fand labsled. LPN # 4 further stated she was [ j feam members wiii make !
i unaware of the policy regarding praper care of : ; . ,
, oxygen tubing and proper bagging of Nebulizer | ;  fecommendations and provide
fequipment, ’ follow-up related to respiratory
| . , equipment labeling and storage
. Interview on on 05/14/14 at 2:10 PM and i | ?1 P , B ¢ &
| 05/15/14 at 8:00 PM with the Director of Nursing ; , When not in use. Results of the ;
: (DON), revealed the facility used to stora axygen ' j weekly infection control rounds
ubing in ba}gs whan not g‘n use; however, she was | I are reviewed at the infection
i unsure if this was still being done. She further | ) )
 stated she was unsure If tha nebylizer fubing was | control sub-committee meeting !
10 be bagged. Continued interview revealed she | which is held monthly, The |
i could ase haw it could be an Infaction control . . . :
: . ) . ; fi “ e
fssue if the oxygen tubing and nebuiizer tubing _ m, ection control sub m‘mm:ttep ;
- was not coveredicontained. She stated she . will make recommendations and
-, neaded o provide an in service regarding praper i i provide follow-up related to .
: ;‘a):"li ;}f oxygen and nebulizer equipiient as per ; respiratory equipment storage !
i - ! ‘ ;
Event I0: GREC 14 Facilliy It when rot in use. 6/18/14

Completion Date
6/18/14
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$8=0, LABEL/STORE DRUGS & BIOLOGICALS

 The facility must employ or obtain the services of
' & licensed pharmacist who estabilishes a system

! of records of receipt and dizpositian of ail

; controlled drugs in sufficient detail to enable an

- accurate reconcillation: and determ
i records are in order and that an aceount of il

“conlrolled drugs is maintained and periodically
! reconciled.

|

Drugs and biologicals used in the facility must be
Habeled in aceordance with currently aceepted

i professional principles, and include the

| appropriate accessory and cautionary
finstructions, and the expiration date when

j applicable.

} In accordance with State and Federal faws, the

i facility must store all drugs and biglogicals in

: locked compartments under nroper temperature
" controls, and permit enly suthorized personne! to

: have access to the heys.
i

i The facllity must provide separately locked,

. permanently affixed compartments for storage of
| contralied drugs iisted in Schedule I of the

i Comprehensive Drug Abuse Prevention and

: Control Act of 1976 and other drugs subject tn

! abuse, except when the facifity uses single unit

. package drug distribution systems i which ihe

! quantity stored is minirmal and g missing dose can
| be readily detected.

|
:Thig REQUIREMENT is not met as evidenced

i Based on observation, interview, and review of

inas that drug

i

H

! RECORDS, LABEL/STORE DRUGS |

" AND BIOLOGICALS < i
{ !

i Action for Residents Affected by
Deficient Practice

I No residents were identified as
having been affected. Upon j
identification, the two {2} explred
vials of Influenza Virus Vaccine
: were removed from the facility
»5 medication roam i"efrigeramr and
: placed in the sharps container for
@ disposal, i

ldentification of Other Residents i
! Affected by Deficient Practice ,é;
On 6/5/14 a thorough review of |
all medication storage areas was .
completed by 3 pharmacy j
i representative to  ensure oo
medications had expired, no
concerns were identified by the J
[ pharmacy representative. An |
| additional review was completed |
| on 6/9/14 by the house |
supervisor  with no  concerns

noted in this review,

i

if continuation shest Paga 44 of 59
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F 431 ’ Continued From page 44 o F 431 Systemic Changes for Non-
| facility's policy, It was determined the facility faileg | . wrrence o
to snsure appropriate storage of drugs and f ¢ ) N ‘
" biologicals, Observation of the medication Individual in-servicing has been
| Fefrigerator revealed two (2) vials of Influenza | ' completed with licensed nurses
Virus Vaceine with an expiration date of 04/20/14. ‘ . .
; z on medication storage effective
. The findings include: ; 5/28/14 through 5/31/14. The
i ' i
. ; uality Assurance nurse audits
: Review of the facility's policy tied, "Medication | Quatity o ) i .
Slorage in the Facility Palicy”, undated, revealed the medication refrigerator daily.
| autdated, contaminated, or deterioratod : j
medicatlons and those in containers that are i . - :
' cracked, soiled or withaut secure closures shauld ,! : Monltoring for Sustalnmer‘lt . !
? immediately be remaved from stock, i The results of the medication i-
:' . dica ;' , storage audits are submitted to !
| Observation of the medication refrigerator on : : ; ; g
| UO/15/14 at 2:00 PM revealed two (2) vials of ; i the Quality Assurance Commft‘tee
- Influenza Virus Vaccine with an explration date of | : who meets monthly for review
| 04/20114 ready for use. ’ | and further recommendations as i
i - o
{ Inferview, on 05/15/14 a1 2:00 PM, wi Licensed : I needed, i
 Practicg! Nurse (LPN) #3 at the tme of the i g i
. observation revealed all the nurses assisted UL Completion Date
: Femoving expired items from the medicafion : ,
: refrigerator to send back to pharmacy and alsa i | 6/18/14
. | the pharmacy periodically checked the : i
- medication refrigerator for expired medications. i | 6/18/14
; Interview with the Diractor of Nursing (DON), on | l
: U5/15/14 at 8:00 PM, revealed she and the | i
| Assistant Director of Nursing (ADON) checked ;
- the medication room and the medication ] ; ]
| refrigerator daily on alternating days. She further :
; stated the pharmacist consultant 8lso chetked i
 the madication room angd medication refrigeratar j
i and the influenza vials should have besn : f :
_removed, ! g
F 4411 483,65 INFECTION CONTROL, PREVENT Fa41: i
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 Infection Control Pragram designed to provide a
; safe, sanitary and comfortable environment and

! of disease and infection.

(a) infectiont Conirol Program
1 The facility must establish an Infection Contro!

, Program under which it -

L in the facility;
(2) Decldes what procedures, such as isolation,
I'should be applied ta an Individual resident; and

. actions related to infections,
i {b} Preventing Spread of Infestion
(1} When the Infection Control Program
! détermines that a resident needs iselation to
 prevent the spread of infection, the facility must
" isolate the residant,
£ (2) The faaility must prohibit employees with a
; commuricable disease or infacted skin lesions
 from direct cortact with residents or their food, if
| direct contact will ransmit the disease,
- {3) The facility must require staff to wash their
| hands after each direct resident contast for which
{ hand washing Is indicated by accepted
* professional practice.
l
(o) Linens
! Personnal must handie, store, process and
; fransport linens se as fo prevent the spread of

m{ection

“to help prevent the development and transmsssrom

' {1) Investigates, controlz, and prevents infections :

1 (3) Maintains a record of incidents and corrective |

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES I
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PIREFIX (EACH CORRECTIVE ACTION SHOULD RE © COMPLETION
wa ! REGULATCRY OR LSC IDENTIFYING INFORMATION) T’E CROSS-REFERENCED TO THE APPROPRIATE DATE
; ‘ DEFICIENGY)
F 441 Continued From page 45 f Fa4r!
SS=E | ' SPREAD, LINENS i . F_441 E_483.65 INFECTION
PREVENT SPREAD, i
The facility must establish and malntain an ; CONTROL, PREVE
i LINENS ;

1

i
i .
: :

¥
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F 447 Continued From page 46 F 4415 Action for Resldents Affected by
i i ' Deficient Practice |
J‘ ghis REQUIREMENT fs not met as evidenced [ ¢ Resident #5 was re-assessed by !
v : .
| Based on observation, Interview, record review P the Staff Devalopment ;
» and review of the facility's policy, it was i Coordinator on  5/14/14 and @
determjned the facility failed to establish and . Resident  #5  was  provided '
1 malntain an infection Contral Program dasigned ! ) ineal by th
| {0 provide a safe, sanitary and comfortable : appropriate perineal care hy the
“enviroament and to help prevent the development | Staff Developmient Coordinator., ‘
| and transmission of disease and infection for one ! Urinals in rooms 105, 203 106,
(1) of thirteen (13) samplad residents {Resident ;
I #5). : 210, and 212 were  correctly :
i : labeled by the staff development
. Observation of perineal carg provided for i i inat 5/14/14. Th :
' Resident #5 revealed poof infection control | i coordinator "cm [ 414, The 1
| technique during the perineal care andfor prior to | - graduated cylinder in room 206
- the perineal care, | | was correctly labeled by the Staff i
Observation revealed staff did not wash their I | Development  Coordinator on 1
; hands prior to donning gloves and placed a trash [ i 5/13/14. SRNA #8 was re- :
ﬁ@mmmﬁmmmmmwmmm. f f educated and obseived on ;
Also, observaiion on inttal tour and during the | ;  Proper perineal care by the Staff |
! survey revealed urinals and graduated cylinders ; ! Development Coordinator on o
| were not labeled with the resident's name, J I 5 /14/14. SRNA ¥10 was re- ;
| In addition, observation of the hydration 1 . educated and observed by the i
i passisnack cart pass revealed staff was plaging | Staff Development Coordinator
;» soiled dishes an the same shiack cart from which | i regarding proper hand washing |
{ snacks were being passed. | ! ) i
: i f techniques on 5/14/14. SRNA #11 i
{ The findings Include: - and SRNA #5 was re-educated by |
: : ! ;
1. Review of tha facility's "Perineal Care i the . Staff E?eveic:}pment 1
 Performance Evaluation Checklist’, undatad, , : Coordinator regarding proper i
; reveafraci fg maﬁz, perin%ai pgr@ aflaff were to: u;;et : i labeling and storage of urinals |
8 wasncioin, make a miit and apply soap; was i .
+ the publs and penis, and if uncircumeised, pull ;and graduated cylinders on !
; back the foreskin and wash; carefully dry and | 5/14/14. SRNA #2 was re- .
. - - ey el
JRM CME-2867{02-98) Previous Verslons Obsoleta Everd I GoEC T Faciyl €ducated by  the facifity Page 47 of 50
) Administrator  on 5/16/14 :
regarding proper snack pass

procedures in regards to best
infection control practices.
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4411 Continued From page 47

| returm fareskin to normal position; make surs the |

| =haft of the penis was dry, obtain a clean wash
cloth and wash tha serofum: rinse and pat dry;
Pturn the resident and use 8 new wash cioth and
; wash around the anus, rinse and dry.

| diagnoses which included Parkinson's Disease.
. Review of the Annual Minimum Data Set (MDS)
" Assessment, dated 04403114, revesied the
f assessed the resident as baing severely

" bowel ard bladder.

i

« Ohservation on 05/14/14 at 3:22 PM, of perinesal
care far Resident #5, revealed State Registerad
I Nursing Assistant (SRNA) #8 performed the

| peiineal care by cleansing the resident’s groin
_area bllaterally and then cleaning between the

[ abdominal folds. The resident was repositionad

' Further observation revealed the SRNA failed to
| cleanse Resident #5's penis or scrofum, as per
| the policy, prior to applying a new biriaf.

| Interview with SRNA #8 on 05714414 at 3:30 PM,
i revealed she had been a SRNA at the facility for
_ten (10) years and had been checked off on

I perineal care by the Staff Development Nurse.

| She stated she had not cleansed the resident's

. penis and serotum as somefimes Resident #HE

{ became agitated, and she wag trying to hurry

; bafore this ocourred. Further interview reveafed
Resident #5 should have been cleaned wsit

! because the resident had experienced Urinary

| Tract Infectlons (UTls) in the past.

! Interview on 05/14/14 at 6:25 P, with the Staff

' Review of Resldent #5's medical record revesled

i

!

|

facility j

; cognitively impaired and as always incontinent of |

i
i
§

i

i and the buttocke and anal area was cleaned rext. |

i

i

i

; tdentification of Other Residents
Affected by Deficlent Practice |
' Systemic Changes for Non- i
Recurrence ;
On 5/30/14, the infection control :
fiurse completed a facility wide
infection  control  review to
ensure that all urinals angd
3 graduated cylinders were being
L' stored in accordance to infection
; control guidelines.

3

i Development Nurse revealed all SRNA's were

ORM OMS-2557(02-89) Frevious Verstans Chsolets

Byere 1D: GOEGTT
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F 441 ! Continued From page 48 i F 441 i
| P | -
' observed to ensure competency for petineal cara ; . . f
Y . nge r Noi- :
i and Foley catheter care on hire, then randomly, | Systemic  Changes for N
i Recurrence

' She stated the facility had not given any recent

! inservices on perineal care; however, the correct
| procedurs was to cleanse the penis, tip to basgs,
. and then the serotum. She stated the *Perineal

' Care Performance Evaluation Checklist, was a
: guilde for providing perineal care.

2 Review of the facility's poficy titled, "General

I Recomrendations for Handwashing", undated,
; Fevesled hands were to be decontaminated:

" before having direct contact with residents; after
fcontact with a resident's iract or non-intact skin;
1 after contact with inanimate objects in the
immediate vicinity of a resident, and, after

i removing gloves,

l Observation on 05/14/14 at 4:55 PM, revealed

[ SRNA#10 put gioves on without washing her

i hands, then took a trash bag ouf of the trash can
. and placed 1 on the sink, After Surveyor
Lintervention regarding the facllity's handwashing
| Procedure, the SRNA removed her gloves,

. washed her hands, donned new gloves and

i proceeded with perineal care,

“Interview, on 08M4/14 at 465 PM, with SRNA

: #10 revealed she did not always wash her hands
; prior to resident care becsse she did not think
“her hanis had to be washed if she Wwag guing to

|

i wear glaves for provision of care. She stated she i

. washed ber hands prior to lpaving residents’
'rooms. Further interviaw revealed she had
i started working at the facifity three {3) months

, 490 and received Infection Cantrol training st that |

time,

( Intetview, on 051414 at 5:24 P, with the

|

1
P
i

© Al licensed staff was re-educated

tegarding urinal apd eraduated

" cylinder labeling and storaga

: techniques heginning on 5/29/14

! through 5/31/14. Al licensed

L staff was  in-serviced and

5 observed to perform appropriate

perineal care on 5/21/14 through

L 5/24/14. Al facility staff was in-

| serviced and tested on proper

* hand-washing  techniques on

| 6/3/14 through 6/5/14. Al facility

staff was in-serviced an infection

i control protocols during meals |

and snack time on 5/21/14 j

through 5/23/14, Nursing

Assistants are observed every .

three months on hand-washing -

and peri-care hy the ,

{ Staff Development Coordinator.
' nfection control rounds  are
; completed  daily by infection

| i controf committee members for

[ a minimum of four (4} weeks. j

TN

L

!
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FREFIX ;
TAG

i
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TAG i
: BEFICIENCY)
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b COMPLETION
DATE

i

f
F 441 | Gontinued From page 49
; Assistant Director of Nursing (ADON) revealad
" staff should wash their hands upon entering !
! residents' rooms, and prior to donning gloves, i
should not have put the

i She stated SRNA#10
_trash bag on the sink, and the trash bag should

* have stayed it the can unffl care was completed. i

. Inferview, on 05/14/14 at 5:37 PM, with the ,
" Director of Nursing (DON) revealed staff should i
! always wash their hands prior to donning gloves, i

. Interview, on 05/15/14 at a:07 PM, with the
' Registered Nurse (RN) Staff Development !
t Coordinator revealed staff were to wash their
 hands prior to putting gloves on, end staff were to ,
- wash their hands when they entsred a resident's ;
'room. Further interview revealed SRNA #10 !
 should net have puf the trash bag on the sink, i

She stated the lacility was responsible for '
! protecting the residents from contamination and it :
| could be a "life or death” situation, !

. i’
| 3. Review

!

w of the facllity's, *Regulatory Focus i
| Bulletin, revised May 2008, revealed urinals and !
: bedpans were to be fabeled with the regident's
ame when used or stored in an area considersd |
I mutti-use, for example for residents residing in
;" semi-private or ward rooms.

I Observation on 05713114 at 320 PM, revealed

1 wo (2) graduated cylinders o the back of a

" shared bathroom toilet, one (1) of which hag

* Room 105 B marked on It. However, continued
: observation revealed the other cylindar was

; labaled with the reom and bed number or g

! resident's name, o

{

Further observation on 05114114 gt 9:30 AM, ,

; revealed a gradiated cylinder in the bathroom on

[ Monitoring for Sustainment

j The results of the infection

ioocontrol rounds  ang infection
control education are submitted

i to the

i Committee that meets monthly

' for recommendations and folfow-

up.

Quality  Assurance (

6/18/14

i
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F 441 {

F 441, Continued From page 50 .
: the back of the toilet in room 206 which was a
“shared bathroom that was not Iahaled.

i
- Interview with SRNA 11 1, revealed she was

: assigned to room 208. She sfaled the graduated !

s eylinders should be Iabelod with g rezident's
name.
i

; 4. Observation during the initial tour of the facility

on 05/13/14 al 11:11 AM, revealed an uniahaled
- urinal hanging in the shared bathroom of room

I
1

H

; 203, Continued observation on 06/14/34 at 1115

' AM, revealed unlabeled uringis in the shared
: bathrooms for rooms 108, 210 and 212

! Interview with SRNA #6 on 5/14/14 at11:15 AM,

i revealed the SRNAs were respansible for
. ensuring urinals were labeled with residents'
' names or room and bed number. SRNA #5

; stated she stored urinals on the back of the tojlet

“afler use. SRNA #5 stated an unfabeled urinal
| couid not affect & resident's heaith or care,

interview with SRNA#7 on 5/14/14 at 11:65 AM,

| revealed on orentation she was informed of the
proper care and storage of urinalg by another

' SRNA. She stated the urinals were o he placad

i @n the back of the commode and staff would
kriow what yrinal befonged to which resident
t whelher or not the urinal was labeled,

" Interview with the DON on 5/14/14 at 210 PM,
i and on 05/16/14 at 8:00 PM, revealed SRNA's
; were responsible for ensuring all urinals were
*labeled with each residents’ name and room

1 number. The DON siated the graduated

. eylinders should be labeled with a date and the
' resident’s name and should be bagoed when

! used or sfored. The DON further stated aif slaff

i
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' members were requirad 1o follow policy and
: procedure related to infection control. She
, indicated sha expected staff fo follow standard
. brecautions for every resident to reduce the
pm&nuaf for cross contamination.

5 Review of the facility's "Snacks" polncyl g
fundated, and the fach lity's "infection Confrol

i Policy”, raviewed and revised May 2008, revealed !
. the policies did not address the collecting and

" handling of solled dishware from residents’

: £ rooms,

Obsarva tion on the 200 upit on 0513714 at 3:15 i
i PM, revealed soiled dishes were gtorsd on the
; top of the clean area of the snack éart which

" contained residents* preparsd snacks.,

1
| Interview, on 06/13/14 at 3:17 PM, with SRNA#S |
revaaled snacks were passed twice daily during i
! the day shitt and staff had placed the soiled :
i dishes on top of the cart after feading residents
, Who required feading assistance. She further |
 stated placing the solled dishes with the shacks |
i was not an infection control Issue; howaver, it :
, would be helpful to have a trash container on the ‘

aﬂack cart.

#nterv ew, on 05/14/14 at 9:25 AM, with the
Dietary Manager revealed soiled dishes should

! not have been placed on the cart with the snacks
. because it would cause an tsaue of cross
cantamrnatmn

!
i
|

i

lntemaw on 05/14/14 at 10:00 AM, with the DON
revealed the Restorative Aide usually passed the |
“ snacks and the soiled dishes should not have ;
: been placed with the clean dishes and snacks.
. The DON stated the soifed dishes should have
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, been placed underneath the snacks or on an ! f /18/14
‘empty tray to prevent cross contaminatian, :
F 4651 483.70(h) ~ F4ss, é
85=F SAFEIFUNCTIONALfSANITARY!COMFORTABL ! i
'E ENVIRON ; F 4565 E 483.70fh}
? ‘ : é
. The fazility mpst provide & safe, functionaf, i SAPE/FUNCTIONAL/SANITARY/C :
“sanltary, and comfortable environmant for i OMFORTABLE ENVIRONMENT 4
t residents, staff and the public. ' |
j . i' Action for Residents Affected by
: This REQUIREMENT 18 not mel as evidenced Deficient Practice
by: Lo .. The brown substance (tile giue) :
i Based on observation and interview If was j he 71
 determined the faclity failed to snsure the i ;  on the shower floor on the 200 i
 environment was safe and sanitary for residents, { Hall was removed on 6/3/14. Bolt
i staff and y:sftorg, as gvidencad by, toilet bolt !' _g covers were installed on 6/9/14 i
. Covers missing in the bathrooms and torn i , , [
! wallpaper in the hallway throughout the faciity. ! in rooms 200, 201, 202, 203, 204,
f J | 205, 208 and 211. Bolt covers |
in addition, the residents’ rooms and general : . . i
f!:zathmoms had chipped tiles on the floors, and/or | ‘ were Installed on 6/9/14 in the J
missing Wes under the sinks. Also, the 100 hall | i general bathrooms for the 100 |
_ had eight (8) cracked floor tiles af the fire daors. i : and 200 units. The tiles were
b : : . ; f
, Further observation revealed room 209 hada | ;  replaced on 6/6/14 in the 200 i
' brownish stain over the bed and the pathroon i : hall shower room. The wallpaper ;
| cailing had peefing paint anid a brownish stain. f ’ in the facility was removed on
| Additionally, the general bath on the 200 Hall had | - 6/11/14. The tiles in 1ooms 206, |
; @ black substance on the grout between the tiles, ! i 211, 105, and the 100 hallway - E
_and the shower floor had a brown substance on i 5 was replaced on 6 /13/14. The |
i the shower floor. S . ) ‘ . i
. ) ; brownish stain over the bed in o
* The findings include: i room 209 and the peeling paint-
I 1. Observation during the tnitial four on 05H3/14 j ; on ,the bathroom" ceiling  was
&t 12:00 PM. revealed the general bathroom o | ; repainted on 6/4/14. '
ORM CMS-2467(02-99} Previous Varsions Ohsolets Event ID: GOEC 11 Bacllity it 100522 If continuation sheet Page 53 of 50
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F 485" Continued From page 53 | F 465 ;

the 200 Hall had a trown substance on the
i shawer floor. {n addition, observation revealad
. there was & hlack substance on the prout g
" between the tites at the base of the shower, ‘

. Interview with the Assistant Director of Nursing
(ADON) at the time of the observations of the

i general bathrooms, revealed the substance on
. the floor of the 200 Hsll General Bathroom looked !
“fike: bowel movement. The ADON stated staff
i was to clean and disinfect the showers after each |
, 018, and the disinfectant was lockad in the i
“ bathroom cabinet. She further stated she was ,
funsure of what the black substance was between
. the tiles; however, she indicated she did not think i
“it was mold.
]

, Interview on 06/15/14 at 3:25 PM, with State
! Registered Nursing Assistant {(SRNA) #9 who !
I worked the 200 Hall, revealed after staff gave a *
. shower, thay were to spray the showar chairs and i
 fraor with "Oasis Orange Force Claanar” (anall !
| pUrpose cleaner),

i
H

interview, on 05/15/14 at 5:00 PM, with ;
i Housekeeper #1 revesled she was responsible |
; for cleaning the shower rooms cn the 200 Hall
 She staled she cleaned and checked the shower !
| roomts two (2) times & day and used bleach water |
" on the floars, and used a sporge mop and bleach |
t water for the walls. She stated however, she was
. unable to remove the black substance betwsen |
' the tiles. 3‘
|

 interview with the Housekeaping Supervisor on |
- 05/15/14 at 3:30 PM, revealed the housekeepors !
f were [o clean the general bathroom and showers |
j ane (1} time a day and as nesded with ;
. ‘Disinfectant 2.0" (a broad specirum i

;
i

Identification of Other Residents
Affected by Deflcient Practice

All residents have the potential ;
ta be affected by the notations in
F 465. The Maintenance Director
and the Administrator surveyed
the facility om 5/21/14 and i
6/2/14 to identify any areas of
concern noted in F 465,
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F 465} Continued From page 54 i F4p5i .
e Pag : 46 5; Systemic  Changes for Non-
i anti-microblal ¢leaner), i : ,
Recurrence

'2. Further obsarvation on inltial tour on 05/13/14 |
: from 11:08 AM until 12:00 PM, revealed toilets
_without holt covers in rooms 201, 203, 205 and
“ 211, and also in the general bathroems for the

100 and 200 units.

t Observatlon on the environmental four on

. 05/15/14 &t 5:44 PM, revaaled toilet bolt cavers
‘ werre also missing in the bathrooms of rooms

1 200, 202, 204 and 208. Further observation
 revealed two (2) one inch by one inch (1" x 1
tand two (2) four inch by four inch (4" x 4" wall

. Hlas were broken in the 200 hall shower room and [
"wallpaper was torn in the hallways throughout the E
Hacility. In addition, observation revealed the floor |
. In room 206 had three (3) chipped tiles, the floor ;
lin room 211 had one (1) chipped tife, the floor in
| roott 105 had four {4) missing tiles under the sink |
“and four (4 chipped tiles, and the 100 halway
| had eight (8) cracked floor tiles at the fite doors,
+ Also, observation reveated room 208 had a

* browriish stain over the bed and the bathroom i
| celling had peeling paint and a brownish stain,

Interview, on 05/16/14 at 5:44 PM, with the :
Maintenance Director revealed he did not Jook at
loilet bolts to ensure they were covered as often
I as he should. He stated he had glued the torn
- wallpaper; but, it had torn again when
| wheelchairs rubbed it. He stated the wallpaper
; needed fo be replaced. The Maintenance 3
 Director stated tha brownish stain in roeom 209
i appsared to be water damage which he had not
; Noticed prior fo that day. He reported he also was |
F not aware of the peeling paint in room 200 and ke |
; did not know the fioor tiles were missing under ;
. the sink in Raom 105, He stated the faclity had |

The Maintenance Director will
make weekly rounds throughout
the facility with the -
Administrator and/or Director of
Nuising to identify any concerns -
relating  to  floors, ceilings, ;'
fixtures and walls.

: Monitoring for Sustainment

£ The weekly rounds conducted by

i the Maintenance Director ang

; the Administrator are reviewed

by  the Quality  Assurance
Committee that meets monthly

I for fecommendations and folloy- ;
up. '

H
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F 465} Continued From page 55 I ] F 465§ Completion Date
| discussed replacing the floor tile with vinyl i X A 6/18/14
; because they could not get the same Hie currently ; 6/18/14 ‘ /18/
“on the floor. Continued interview revealed he | i z
texpected staff to notify him when they abserved ! ‘
; anything in need of repalr. 5 ‘
E F 514}

F 514" 483.75()(1) RES .
§3=0 ! RECORDS-COMPLETE/ACCURATE/ACCESSIB |

LE ;

i The facllity must maintain clinical records on each i
 resident n accordance with accepted professional i
_ standards and practices that are complete; 5
| acourately documented; readily accessible; and
| systemalicaily organized, ;

: The dlinical record must contain sufficient !

 information to identify the resident; a racord of the |
" resident’s assessments; the plan of care ang

[ services provided: the results of any

i preadmission screening conducted by the State: [

and progress notes. {
I

]

!

| This REQUIREMENT is not met as avidenced
iby:

| Based on interview, record revisw and review of
; the facitity's policy, it was determined the facility
; failed to maintain dfinical records for each .
s resident in accordance with atcepted
: professional standards and practices that were |
* complate, accurately documentad and readily

! accessible for one (1) of Yourteen (14) sampled
, residents {Resident #8), ;

H
1

i

!

: Resldent #8 experienced a fall on 03/06/14 at ]
: B:00 AM; however, revisw of the resident's i
i i

“ORM CMS-2867{02-88) Fravious Versiols Obgolete Eveni i} GOECT1
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i !

i medical record revealed no documented
. evidence of the fall, to include the nurse's

i at the time of the fall,

| The findings Include:

Review of the facility's policy titled, "Fall

| Management Program", updated 10/161 2,
revesled after a fall the charge nurge was to
" ensure dcute charting was Inifiated.

i

Review of Resldent #8's medical record revealed
! diagnoses which included Dementia, a History of

i 8 Fracture to the Neck of the Femur, and
: Cerebrovascular Accident. Review of the

[ Quarterly Minimum Data Sef (MDS) Assessmant, i
 dated 01/29/14, revealed the facility assessed the :

- resident as cognitively intact.

|
" Review of the Nurse's Notes, dated 03/06/14 at

8:45 AM revesled a "late anlry” completed by the

i Director of Nursing (DON) for 03/06/14 at 6:00
 AM. Review of the “iate entry” Note revezled o
| State Registered Mursing Assigtant {SRNA)

! reported agsisting Resident #8 to turn jn the beg,
: and the resident rolled out of the bed. Continued
| review of the "late entry” Note revealed vital signs ;

. were documented and it noted Resldent #38

| reported he/she roflad out of bed. Further review

: of the "late entry” Note revealed the Physician

: was nolifled with no new orders recelved and the

| family was notified. However, review of tha
: Nurse's Notes reveled na documented avidance
i @ Nurse's Note was written at the time of

, Resldent #8's fall at 6:00 AM on 03/06/14, by the
i nurse who had assessed the resident &t the time

i of the fall.

assessment and Physician and family notffication

F_514 483.75{l}{1) RESIDENT

' RECORDS-
! COMPLETE/ACCURATE/ACCESS!

BLE

_ Action for Residents Affected by
3* Deficient Practice

i Resident #8's chart reflects g
summary of the events that
i eccurred  the  morning  of
3/6/2014. RN #2 assessed the
resident Immediately after the
fall and completed vital signs, 2
pain evaluation and the facility’s

internal event reporting
i documents. RN #2 was verbally
. counseled on timely

documentation of the nurse’s
i hotes  on  3/6/2014 by the
Director of Nursing. RN #2 was
re-educated and received written

timely and

i medical record,

counseling again on 6/7/2014 by -
the DON and sDC regarding |
; complete ;
| documentation in the resident’s -

_—
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F 514 Continwed From pags 57 i
| Phone Interview an 057947114 at 5:05 PM, with
. Registered Nurse (RN} #2 who was asslgned to
- Resident #8 at the tima of the fali on03/06/14, |
| revealed SRNA #4 had reporied the resident had
. Tolled out of bed and onlo the fioor., RN #2 siated |
' she asgessed Resident #8, oblaining vital signg i
- and assassing for range of motion and pain. RN
#2 stated she had compieted an incident Report |
Fand also written the resident's fail incident on the
- “Twenty-Four (24) Hour Report”. She stated she .
thought she had documented Resident #8's fall |
i and her asssssment of the resident in the Nurse's |
; Notes. Continued interview revealed she was
" never questionad by the DON related to the H
i Incldent or related 1o her fack of decumentation of ;

g the incident, i

i Interview on 05/14/14 at 4:10 PM and 7200 PM
- and 05/15M14 At 3:45 PM, with the DON, revealed
[ the faciiity could not reveal Incident Reports or fall i
i Investigations because they were part of the ;
faclity's Internal Guality Assurance: however, she !
| did allow the Surveyer to briefly look at the fall i
investigation information related to Resident #8's
f fall, to chack for a nursing assessment and !
| notifications to the Physician and Responsible i
{ Party afier the fall. The DON ststed she had
! written the "late antry” related to Resident #8's fali |
 on 03/06/14 at 8:45 AM, however, the fall had

- aclually occurred on 03/05/14 at 6:00 AM. She
 stated she had reviewed the Infarmation from the |
; Incident Report completed by RN #2 in orderto
‘ complete the "late antry” for the Nurse's Notes
[ Including vital skyns, Continued interview with the i
- DON, revealed RN #2 assessed Resgident #8 and ;
' should have docurmented her assessment in the |
i Nurse's Notes because the Incident Report and

- fall investigalion were not a part of the resident's
permanent medical record, The DON siated her

;  Identification of Other Residents

' Affacted by Deficlent Practice

; DON  and Nurse Consultant
reviewed the past 3 months of i

¢ facility internaf event
i documentation to ensyre the
i medical  records  reflect  the
residents’  status beginning

6/9/14 through 6/14/14.

L Systemic Changes for Non-

‘ Recurrence

i The incident feperts and nurses’

| notes are reviewed daily in the
morning clinical meeting by the
DON and IDT. The reviews are -
completed utilizing a checklist
and will inclyde reviewing the
_f resident’s incident report and
| nurses’ notes. On 6/7/14 through -

| 6/13/14 all licensed nurses’ were

re-educated by the DON and SDC
regarding appropriate |
: documentation as it refates to
events, '

H
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F 514} Continued From page 58 ; 5

i expectation was for the nurse 1o parform an ;
| assessment after a fall and document the i
L assessment, as well as, notifications of the ;
- Physician and the responsibls party in the Nurse's |
' Notes, She indicated the acufe charting should
; have been initiated by RN #2 through her ;
. assassment documentation. Further Interview |
Fwith the DON, revealed she had done no :
j Interviews or re-education with the RN at the time

of Resident #8's fall. She stated she also had not j
f spoken to RN #2 related to her lack of )
, documentation of her assessment of Resident #8 |
Yin the Nurse's Note related for the fall. -

i
i
i

i

H

?
E

I3

FSMI"

' in addition to

i changes,

population

Monitoring for Sustalnment
the systemic 6/18/14

a weekly audit is
conducted  hy  the Quality
Assurance Nurse weekly x four
weeks and 10% of the resident

monthly thereafter

[ until complianice is sustained. The

i audit
internai

‘ Comimit

reviews
event

tee  for

Completion Date

6/18/14

the  facility's

reporting

documents with the content of
the residents’ medical records to
ensure the record reflects the
| status of each resident. Any
omissions or discrepancies are i
investigated  and
immediately. Results of the gudit
' findings are submitted to the Qa -

corrected -

review ang |

| farther action as indicated.

RM CMS-2567{02-00) Pravious Vorsiang Obsefete Evant 1: GoEC
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(¥2) MULTIPLE CONSTRUCTION
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NAME OF PROVIDER OR SUPPLIER

GRAND HAVEN NURSING HOME

STHEET ADDRESS, CITY, STATE, ZIP CODE
105 RODGERS PARK
CYNTHIANA, KY 41031

SUMMARY STATEMENT OF DEFICIENCIES

Gy
PREFIX ;  (EACH DEFICIENGY MUST BE PRECEDED BY FULL
TaG © REGULATORY OR LSC IDENTIFYRNG INFORMATION)

1o
FREFIX
TAG

e
! comPLETION
oaTE

FROVIDER'S PLAN OF CORRECTION
(EAGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE ARPROFRIATE
DEFICIENGY)

K 000 INITIAL COMMENTS

i

CFR: 42 CFR 483.70(z)

{ Building: 01

| Survey under: NFFA 101 (2000 Edition }
Pian approval: 1970

fFacEli!ytype: SNFINF

. Type of structure: One (1) story, Type V
“{unprotected)

1
: Smoke Compartment: Four (4)

i

i Fire Alarm: Complste fire alarm with smoke

" detectors installed in cornidors, single station

: smoke detectors installed in resident rooms 102,
103, 106, 107, 109, 203, 204, 200, and 215

. New panel installed 2005.

| Sprinkler System: Complete sprinkler systam
{dry). New dry pipe vaive installed 11/15/11

Generator:  Type 2 generator powered by natural

‘ gas

' A Standard Lile Safely Code Survey was
I gonducted on 05/13/14. The facility was found

H
H

. 1ot to be in compliance with the requirements for i

! participation in Medicare and Medicaid, The
; cansus on the day of the survey was fifty-two
“(BR). The facility is ficensed for fifty-four (54)
i beds.

The following demonstrate noncompliance with

5
H

H
i
H

?

¥

K 000

Preparation and execution of
this plan of correction dogs not
constitute an admission of or
agreement by the provider of i
the truth of the facts alleged or
conclusions set forth in the
statement of deficiency, This
Plan of Correction s prepared
and executed solely because
Federal and State Law require it.
Compliance has been and will be
achieved no later than the last
completion date identified in the
POC. Compliance will he |
maintained as provided in the |
Plan of Correction. Failure to
dispute or challenge the alleged
deficiencles below s not-an
atimission that the alleged facts
occurred as presented in the

6/18/14

statements. ' 1

{%6) DATE

, . ?
LABORAICRY DIRE 'S OVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE -

TITLE

mint s dbrator b-9-14

A

Any deficiency statement ending with an gstefisk (*
otfiar safeguards provide sufficient protacion 1o th

days following tha daia these dacuments are made ovailable |
program participation.

followdng the date of suvey whether or nat a plan of carraction

FORM CMS-2587(02-88) Pravipus Versions Obsolete

Even! {D:(GOEC2

) denctes a deficlancy which the hstitution may be excused from corrgoting providing # is determined that
& patiants. (See instructions.) Except far nursing homes, the findings stated above are disclosable 80 days
is provided. For nursing hames, the abave findings and plans of correction are disclosabla 14
o the fachiity. |F deficiencies are cited, an approvad plan of correction is requisite to continued

Facifity ID; 100522
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{X2} MULTIFLE CONSTRUCTION

{X3) DATE SURVEY

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185332 B. WiNG 06/13/2014
HAME OF PROVIDER OR SUPPLIER STREET ARDRESS, GITY, STATE. ZIF GODE '
105 RODGERS PARK
GRAND HAVEN NURSING HOME CYNTHIANA, KY 41031 -
Xaym SUMMARY STATEMENT OF DEFICIENCIES oo PROVIDER'S PLAN OF CORRECTION P T
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY EULL : PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMBLETION
TAG 1 REGULATORY OR LSC IDENTIFYING INFORMATION) R 7Y UROSS-REFERENCED TO THE APPROFRIATE | DATE
: : DEFICIENCY) 7
K Q001 Continued From page 1 : K {}085 ‘
i Title 42, Code of Fedsral Regufations, 483.70(a) | i i
&l seq. (Life Safety from Fire). Deficiencies ware i ;
: citad with the highest Scopa and Severily of an ‘
"Flevel, | :
té §3§ *NFPA 101 LIFE SAFETY CODE STANDARD KO38! K038 F Exit Access are Readi f
=k, ’ . ) . . i
 Exit access s arranged so that exits are readily , | Accessible at All Times f
; accessible al alf times in accordance with section | ;
; 711929 :E Action for Residents Affected by
' ' Deficient Practice f
' No  specific  resident  was
| identified to be affected by the |
: i deficient practice. See actions ;
o i . helow for all residents. '
_ This STANDARD is not met as evidenced by | ;
i Based on abservation and interview, it was ;
; determined the facility failad to ensure doors were | ; ;
! maintained according to NFPA standards. This § :
; deficient practices affected four (4) of four (4) L !
" smoke compartments, staff, and spproximately | {
: Tifty-two (52) residents. The facility has the i : !
" capacity for fifty-four {54) beds with a census of : }2
fifty-two (52) on the day of the SUrvey. i '
i The findings include: !* l
! During the Uife Safely Code survey an 05/13/14 f
. at 12:50 AM, with the Director of Maintenance, ! |
Fexit doors located at 100 Hall, ravealed the i ;
; signage for delayed egress did not have g : :

* contrasting backgraund, This observation wag
; also made on the 200 Hall at 1.03 PM, the dining |
“toom at 1:10 PM, and at the front enfrance door |

fat 114 PM.

i

6/18/14

i
H

FORM Ci5-2567(02-80) Previous Varsions Obealets Evont ID:GOECH
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Vinterview with the Director of Malntenance on
: 05/13/14 at 1:36 PM, revealed he was not aware ;
* of this requirement. H

Interview withy the Administratar on 05/ 314 at

§ 1:55 PM, revealed she was not aware of the B
. reuirement; however, would get the signage :
! replaced as soon as possible,

* Addltional observation during the survey on

| 05/13/14 at 1:09 PM, with the Director of i
_Maintenance, revealad the gate in the courtyard
i did nat swing in the direclion of egress, i

* Interview with the Maintenance Director on

i 06/13/14 at 1:09 PM, revealed he was not aware
" of the gate swinging in the wrang directicn, ;
. Interview with the Administrator on 05/13/44 at i
[ 1:55 PM, revealed she was uhaware of the gate
. swinging in the wrong direction and would gatit |
| corrected,

' Reference: NFPA101 (2000 Edition), 5

72154
 Alateh or other fastening device on a door shall |
~be provided with a refeasing device having an i
{ obviaus method of operation and that fs readily
. Operated under all lighting conditions. The
! refeasing mechanism for any latch shaff be :
, focated not less than 34 in. (86 em), and not ms:are_f
 than 48 In. (122 em}, above the finished fioor.

: Daors shall be operabie with not more than ohe

" releasing operation. i
i Exception No, 2: The minimum mounting height
. for the releasing mechanism shall nof be :
i applicable to existing installations, ;
_7.2.1.6.1 Delaysd-Egress Locks. :;

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERCLIA {%2) MULTIPLE CONSTRUCTION {%31 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
186332 8, WING 3511312014
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
) 105 RODGERS PARK
GRAND HAVEN NURSING HOME
RA RSING CYNTHIANA, KY 41031
D SUMMARY STATEMENT QF DEFICIENCIES n PROVIDERS PLAN OF CORRECTION . {x5)
PREFIX | (EAGH DEFICIENGCY MUST BE PRECEDED BY FULL PREFIN {EACH CORRECTIVE AGTION SHOULD RE i COMPLETION
TAG REGULATCRY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE RATE
DEFICIENCY)
. “ :
K038 Continued From page 2

K 0ag)

! Identification of Other Residents

| Affected by Deficlent Practice

£ ANl residents have the potential
to be affected. On 5/13/2014,

the gate in the courtyard was
corrected to swing in  the

i direction of egress. On 6/9/14 a

; contrasting  background  was
added to the signage that reads,
“PUSH UNTIL ALARM SOUNDS

. DOOR CAN BE OPENED IN 15 |
! SECONDS”. These letters are a
minimum of 1 high,
Systemic Changes for Non-
Recurrence ;
| Accessible exits were added to 5
the monthly facility-wide rounds

that the maintenance technician i
¢ completes to monitor exit doors.
{ Any  identified issues  are
coirected immediately. i
Dacumentation is provided to the
Safety Committee. 5

i

FORM CMB-256T02-9%) Pravious Versians Dbaolele Evanl 1D: GRECS
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Xao SUMMARY STATEMENT OF DEFICIENCIES
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

18] PROVIDER'S PLAN OF CORRECTION : 1xe)
PREFIX . (EACH CORREGTIVE AGTION SHOULD BE i COMPLETION
TAR ) CROBS-REFERENCED T THE APPROPRIATE DATE
’ PEFICIENGY)

K 038 I'Cuntinued From page 3
Approved, listed, delayed-egress locks shalf be

, Ordinary hazard contents in buildings protectad

; fire detection system in accordance with Section

8.6, or an approved, supervised automatic

 Sprinkler system In accordance with Section 9,7,
and where permitted in Chapters 12 through 42,

[ provided that the following criteria are met.

_{a) The doors shall uniock upon actuation of an

L approved, supervised automatic sprinkler syatem

i In accordance with Section 8.7 or Upon the

f more than two smoke dateciors of an approved,
. Supervised automatic fire detection system in

" accordance with Section 9.6.

i (b) The doors shall unlock upon loss of pawer
“controlling the fock or focking mechanism.

; within 16 seconds upon application of a force to

: not be required to excasd 15 Ibf {67 N} nor be
“required to be cohtinuously applied for more than
! 3 seconds, The initiation of the release process

- shall activate an audible signat in the vicinity of

“relocking shalf be by manual means only.

| Exception: Whers approved by the authority
having Jurisdiction, & delay not exceeding 30

i seconds shall be permitted.

. {d} * On the door adjacent 10 the release device,
Fthere shall be a readily visible, durable sign in

; letters notless than 1 in. (2.6 cm) high and not
iess than /8 in. (0.3 om) In stroke width on a
 contrasting background that reads as follows:

- PUSH UNTIL ALARM SOUNDS :
* DOOR CAN BE OPENED IN 1 8§ SECONDS

:19.3.6.3.2

: (c) Anlreversible process shall release the lock !

' the release device required in 7.2.1.5.4 that shall

tthe doer. Once the door logk hag been released |
. by the application of force to the releasing device, |

[ permitted to be installed on doors serving low and

‘ throughout by an approved, supervised aulomatic

13

“actuation of any heat detector or activation of not

i
i

i
H

i

i

i
i
!
1
1
i
i
i

i

K 038
|

£
i
3

1]

i Monitoring for Sustainment

! The Administrator will review the

monthly  facility-wide  rounds
submitted 10 the Safety
Committee once each month
i during the Safety Committee
i Meeting,

6/18/14
!

j

FORM CMS-2567(02-99) Previous Versions Obsolets Everd 1D GAEC23
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85=0:
I there is an automatic sprinkler aystarm, it is
“instalied in sccordance with NFPA 13, Standard
i for the Installation of Sprinkler Bystems, to
_ provide complete coverage for all portions of the
"building. The system is property mairtained in
; accordance with NFPA 25, Standard for the
' Inspection, Testing, and Maintenance of
| Water-Based Fire Protection Systems. s fully
. Supervised. There is a reliable, adequate water
i supply for the syster, Regudred sprinkler i
. systems are equipped with water flow and tamper ;
! switches, which are electrically connected to the
: bullding fire atarm system.  19.3.5

. This STANDARD s not met as evidenced by
- Based on observation and interview, it was i
; determined the facility falied to ensure the :
building had a complete sprinkler system, in _
 accordance with Natienal Fire Protecion Agency
. (NFPA) Slandards. The deficient practice had the !
! patential to affect one ( 1) of four (4) smoke i
. compartments, twenty-three (23) residents, staff

; fifty-four (54} beds and at the time of the survey,
“the census was fifty-twa (52).

 The findings include:

“and visitors, The facility has the capacity for P

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA \
AND PLAN OF CORRECTION IENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185332 | B WING 05/13/2014
MARE OF PROVIDER OF SUPPLIER STREET ADDRESS, GITY. STATE, ZIP CODE
105 RODGERS PARK
GRAND HAVEN NURSING HOME CYNTHIANS, KY 44031
eayin SUMMARY STATEMENT OF DEFICIENCIES ) i PROVIDER'S PLAN OF CORRECTION : (%5
PREFIX . (FACH DEFICIENCY MUST BE PRECEDED RY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE © COMPLETION
TAG REGULATORY QR LSC IDENTIFYING RNFORMATION] ; TAG CROSE-REFERENCED TO THE APPROPRIATE : DAt
i : DEFICIENCY) ‘
i i H
K 0381 Continued From page 4 ! .
tinued pag ~ _ 5 K 038, Completion Date
¢ Doors shall be provided with a means suitable for |
 keeping the door closed that is acceptable to the 6/18/14
s authority having jurisdiction. The devics used !
. shall be capable of keeping the door fully closed if; ;
“a force of 5 Ibf (22 N} is applied at the jatch adge
i of the door. : 1 ;
K056 NFPA 101 LIFE SAFETY CODE STANDARD K 056_5 K 056 D Automatic Sprinkler

System

i Action for Residents Affected by
‘ Deficlent Practice

I No specific resident  was
i identified to be affected by the
| deficient practice. See actions
below for all residents.

I ldentification of Other Residents ;
Affected by Deficient Practice :
AN residents have the potential

' to be affected. On 5/16/14, the

! maintenance technician, along i
, with the facilities contracted fire :
© safety vendor inspected  the
? facélity'to ensure that there were
| no areas that extended above i
| tray cefling areas that wers not
sprinkler protected. No violations

were noted,

FORM CME-2867(02.99) Previous Versions Obsolete Evant IT: G0ECT

Facifity ) 100822 i confiniation sheet Page &of 10
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K 056 | Continued From page 5 - ;

. Observation on 05/13/14 at 1:30 PM with the i
* Malntenance Director, revealed the dining room
; area had two (2) twelve (12) foot by twelve (12) i
foot areas which extended above the fray ceiling |
! areas that were not sprinkier protacted. |

LInterview, on 06/13/14 at 1:30 PM, with the :
; Maintenance Director revealed he was unaware
" the dining roem was not properly sprinkter \
i pratected.

' Interview, on 05/13/14 at 1:55 PM, with the

| Administrator reveated she did not know that the
dining room was not properly sprinklered

i protected.

| According to CMS S&C 13-55-LSC the

i enforcement implication would be a fully
* sprinklered facility with minor problems. i
I :
 Actual NFPA Standard: |

: NFPA 13 (1999 Edition) 5-13 8.1 Actual NFPA
* Standard: NFPA 101, Table 19.1.6.2 and 19.3.5.1. ;
. Existing healthcare facilitios with construction :
“Type V {111} require complete sprinkler coverage
i for alf parts of a facility. i
. Actual NFPA Standard: NFPA 101, 19.2.5.1. _
: Where required by 19.1.6, health care facilities
. shall be protected throughout by an approved, '
‘ supervised automatic sprinkier gystam in

: accordance with Section 8.7.

" Actual NFPA Standard: NFPA 101, 9.7.1.1. Each
{ automalic sprinkler system required by another
section of this Code shall be in accordance with :
t NFPA 13, Standard for the Installation of Sprinkler

: Systems.
“ Actual NFPA Standard: NFPA 13, 5-1.1. The

STATEMENT OF DERIGIENCIES (%1 PROVIDER/SUPPLIERICLIA [(X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMRER, A BUILDING 04 ~ MAIN BUILDING 01 COMPLETED
| 185332 B WiNG 051312014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE ZIP CODE
108 RODGERS PARK
& AVEN NURSING HOME
RAND HAVEN NURSING HOM GYNTHIANA, KY 41031
xfip SUMMARY STATEMENT OF DEFICIENGIES ; I PROVIDER'S PLAN OF CORRECTION : {xsj
PREFIX 1 {EACH DEFICIENCY MUST BE FRECEDED BY FUL, . PREFIX | (EACH CORRECTIVE ACTION SHOULD BE : COMPLﬁjZﬂN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) fooTas CROGS-REFERENCED TO THE APPROPRIATE | DATE
: ? DEFICIENCY) ;
g : :
. Ko056:
: |

?

! Systemic Non-
! Recurrence

The facility has contracted with 5
Gualified sprinkler tontractor for
the installation of the needed
sprinkler heads in the identified
area: the two (2) twelve (12) foot ?
by twelve (12} foot areas which iA
extended ahove the tray ceifing
areas in the facility dining room.

Changes for

! Monitoring for Sustainment

The newly installed sprinkler
¢ heads are inspected by the
facilities contracted fire safety

vendor at [east quarterly to
ensure adequate operation and
compliance with the national fire
protection association standards.
., These inspections are reviewed
[ by the Administrator.

If continuation shest Page € of 10
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BTATIMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION {X31 DATE SURVEY
AND 3L AN OF CORRECTION DENTIFICATION NUMBER: A, BUILDING 04 - MAIN BUILDING 04 COMPLETED
185332 B, WiNG 05/13/2014

ETREET ADDRESS, CiTY, STATE. ZIP CODE
165 RODGERS PARK

NAKWE GF FROVIDER OR SUPPLIER

RS .
GRAND HAVEN NURSING HOME CYNTHIANA, KY 41044
XD SUMMARY STATEMENT OF DEFICIENCIES . om PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL  OPREFI | (EACH CORRECTIVE ACTION SHOULO BE | COMPLETION
TaB REGULATORY OR LSC IDENTIFYING INFORMATION) S TAG CROSE-REFERENCED TO THE APPROPRIATE UATE
i DEFICIENCY)
I ]
K 056§ Conlinued From page 6 LK 056!; _ 5
requiremnents for spacing, location, and position Completion Date A i
| of sprinklars shall be based on the following ; 6/18/14 {
. principies; . ‘ :
£(1) Sprinklers instalied throughout the premises
. (2) Sprinklers located so as not to exceed K 130 D POWER STRIP USAGE

" maximun protection areg per sprinkler
: (3) Sprinklers positioned and located so as to
" provide satisfactory performance with respact to

Action for Residents Affected by |

i actlvation time and distribution, Deficient Practice
K130 NFPA 101 MISCELLANEQUS K 130" h _ :
S8=0) | i No specific  resident  was .-

é QTHER LSC DEFICIENCY NOT ON 2786 : identified to be affected by the !

| : ' deficient practice. See actions
g 4 ! below for alf residents.

B

| This STANDARD is not mst as evidencad by: |
. Based on observation and interview, it was ’

ldentification of Other Residents
Atfected by Deficlent Practice

| determined the facility fafled to snsure electrical ' All residents have the potential

- wiring was maintained in accordance with the i :

| National Fire Protectian Association (NFPA) ‘ E to _be affected. On 5/ 27/14, the

; Standards. The deficiency had the potential to i : matntenance technician
Tha ety o fyos (8 et  opleted rounds _throughout

. Inetaciity has fifty-four certified beds an i "

the census was fifty-bwo (52) on the day of the | the‘ fa“hty ta ensure that no

. survey. additional power strips were

Z H

' P ‘ being uiilized. No violations were

: The findings includs: : &

: © hoted,

i CGbservation an 05/13/14 at 1:00 PM, with the _E Systemic Changes for Non- !

1 . . : H

’ Mgrntenance Director revealed a free siandfng §r ; Recurrence :
- hair dryer and two (2) curling irons plugged into a | o :

- poweT strip focated in the beauly shop beside the | The facilities contracted

| nurse's station. ! beautician was educated by the

: : ; i i 20/14 i
fInterview, on 05/13/14 at 1:00 PM, with the maintenance director on 5/20/14 |
. Maintenance Director revealed he was aware of , regarding power strip usage with |
! : high-current draw devices. All

FORM CMS-2867(02-99) Pravious Versions OGbastete Event Ity GAEC2Y Faciity i facility staff was in-serviced on ket Page 7of 10
5/23/14  through  5/30/14




Jun. G0 2414 G i1EM

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

n 4

[ Y

.l
e |

]

e

W

<

PRINTED: 05/28/2014
FORM APPROVED
OME NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDERSUPRLIER/CLIA
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(2} MULTIPLE CONSTRUGTION
COMPLETED.

A.BULDING €1 - MAIN BUILDING 01

88D
i Where Alcohol Based Hand Rub {ABHR) i

* dispensers are installed in a corridor:

i 0 The corridor is at least 6 feet wide

-0 The maximum individual fiid dispenser

: Capacity shall be 1.2 Iiters (2 liters in suites of
roOms) )
| 0 The dispsnsers have a minimum spagcing of 4 ft |
 from each othier .
-0 Not more than 10 gallons are used in a single

. smoke compartment outside a storage cabinet.

"o Dispensers are not installed over or adjacent tn
; an ignition source.
"0 i the floor is carpeted, the building is fully )
i sprinklered, 18.3.2.7, CFR 403.744, 418100, ;
. 460.72, 482 .41, 483,70, 483.623, 485 623

i

186332 | B wiNG 05/13/2014
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE
105 RODGERS PARK
GRAND HAVEN NURSING HOME CYNTHIANA, KY 41031
AV D SUMMARY STATEMENT OF DEFICIENCIES oo FROVIDER'S PLAN OF CORRECTION N
PREFX ° (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX {EACH CORRECTIVE ACTION SHOULD BE T COMPLETION
e REGULATORY OR L5G IOENTIEYING INFORMATION) TAG CROSG-REFERENGED TO THE APPROPRIATE RATE
o ; g PEFICIENCY) !
! / . regarding power strip usage.
K 130 Continved From page 7 i K307 Power strip identification rounds '
. power strips being prohibited: but, was not aware Poare completed by the :
[ of the power strip in the beauty shop. 5 _ ,
| - Maintenance director monthly,
“interview, an 08/13/14 at 1:55 PM, with the . Any  identified issues  are
| Administrator revealed she was not aware of the | ; : o
? ; ; ;.  corrected .
power strip in the beauty shop and would educate | ! ¢ e lmlmednately %
 the beautician about the power strip, ; ,  Documentation is provided to the
; © Safety Committee, The Safety
_' ! Committee will make
"Reference: NFPA 89 (1999 edition) | recommendations and provide :
| i follow-up for proper use qof !
3-32120 ; f wer strine | hp pr :
 Minimurn Number of Receptacles. The number of | ;  bowerstripsin the facility. :
; receptacles shall be determined by the intended ; . Monitoring for Sustainment !
‘ use of the patient care area. There shall be ; Results of th onthly power '
; sufficient receptacles lacated so as to avoid the ; nesults of the monthly power
" need for extension cords or multipls outie _ : strip inspections and the Safety i
tadapters. 3 . Committee  recommendations |
K211, NFPA 101 LIFE SAFETY CODE STANDARD : K21i: . i
’ ; are reviewed by  the |

Administrator each month.

CQmpletiun Date
6/18/14

K 211 D Alcohol Based Hand Rub

Action for Residents Affected by
Deficient Practice i
No  specific  resident was |
: identified to be affected by the .
! deficient practice. See actions
below for all residents.

FORM CMS-2567(02-88) Previoos Versions Obaolata Event 1D: (GOECD
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DEPARTMENT OF MEALTH AND HUMAN SERVICES FORM APPROYVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09320391
STATEMENT OF DEFICIENGES (X1) PROVIDER/SUSPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANC PLAN OF CORRECTION [DENTIFICATION NUMBER: - A, BUILDING 01 + MAIN BUILDING 01 COMPLETED
185332 B WING _ U5/13/2014
STREET ADDRESS, CITY, STATE. ZIP CUDE

NAME OF PROYIDER OR SUPPLIER

GRAND HAVEN NURSING HOME

108 RODGERS PARK
CYNTHIANA, KY 41034

K 211/ Continued From page 8

- This STANDARD is not met as evidenced by:
! Based on observation and irterview, it was

; National Fire Protection Assodlation (NFPA)
: standards. The deficiency had the potential to

: The facility faited to ensure two (2) aleohal

" swifch.
 The findings include:
[

' Observation on 05/13/14 at 1:11 PM with the
. Maintanance Supervisor, revealed an Aleshol

; switch in the dining room next to the exit door.

{front exit door,

Interview, an 05/13/14 at 1:45 PM, with the
t Maintenance Supervisor revealed he was

{ switches in the rooms.

i
. Interview, on 06/13/14 at 1:55 PM, with the

L _i requirement and would correct the problem.

 determined the facility falied to snsure Aluohol
' Based Hand Rub dispensers were not instailed
| adiacent to an ignition source in accordance with

j affect two (2) of four (4) smoke compartments,
. twenty-five (25) residents, staff, and visitors, The
[ facliity was certified for fifly-four (54) beds with a
: census of fifty-two (52) on the day of the survey.

| dispensers were not installed adjacent to a light

| Based Hang Rub Dispenser installed by the fight

- Additionally, observation at 1:45 PM revealed an
; Alcohol Based Hand Rub Dispenser naxt to the

| Administrator revealed she was unawsre of this

i

; unaware they were mounted too close to the light |
| i

oD | SUMMARY STATEMENT OF DEFICIENGIES ; oo PROVIDER'S PLAN OF CORREGTION P
PREF)Y (EACH DEFICIENCY MUST S€ PREGEDED BY FLILL ! OPREFIX (EACH GORRECTIVE ACTION SHOULD BE © COMPLETION
TAG | REGULATORY OR |SC IDENTIFYING INFORMATION) COTAG | CROSS-REFERENCEQD TO THE APPROPRIATE bATE
=' i i DEFIGIENCY)
i K21t i
H :
! :

{ ldentification of Other Residents

| Affected by Deficlent Practice

All residents have the potential
to be affected, On 5/14/14, the
maintenance technician removad
the identified hand sanitizers
| noted in K 211. On 5/14/14, the
| maintenance director completed
rounds throughout the facility to
ensure that no additional hand °
sanitizers were installed as noted
in K 211. No other hand sanitizers i
| were found 1o be in conflict with :
i K211,

Systemic Changes for Non- :
Racurrence -
! Hand sanitizer inspections ware
added to environmental rounds
that are completed by the
maintenance technician weekly.
Any identified  issues  are
corrected immediataly,
Documentation is provided to the
Safety Committes for

recommendations.

FORM CWMS-Z587(02-99) Previsus Versions Obaolats
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OMB NO. 0938-0391

{2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION DEMTIFICATION NUMBER- A. BULDING 01 - MAIN BUILDING 01 COMPLETED
185332 B. WiNG 05/13/2014
STREET ADBRESS, CITY, STATE. 2IF CODE ‘

NAME OF PROVIDER OR SUPPLIER

GRAND HAVEN NURSING HOME

105 RODGERS PARK
CYNTHIANA, KY 41031

i
Lrooms)

“from each other
i 0 Not more than 10 gallons are used in o single
. 8Moke compartment outside & storage cablinet.

. an ignition source,
Lo If the floor is carpeted, the building is fufly

i sprinklered, 193,27, CFR 403.744, 418.100,
460,72, 482 41, 483,70, 483.623, 485.623

!
i

i

; © The dispensers have & minimum spacing of 4 ft §

0 Dispensers are not installed over or adjscent to

(XD SUMMARY STATEMENT OF DEFIGIENGIES ; o PROVIDER'S PLAN OF CORRECTION g
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY EULL " PREFIX | (EAGH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSS IDENTIEYING INFORMATION) 7Y B CROSE-REFERENCED YO THE APFROPRIATE : DamE
; = ; DEFICIENGY) :
| _:'
K211 Continved From page 8 K211, . :
I : .2 Monitoring for Sustainment
 Reference: NFPA 101 (2000 Edition) : P Results  of e weekly
; . environmental rounds and the :
 Where Alcohol Based Hand Rub (ABHR) ! Safet ¢ .
; dispensers are installed in a corridor: ; y ommittee
"0 The corridor is al least 6 feet wide . fecommendations are reviewed :
0 The maximum individual fluid digpenser | by the  Administrator  each .'
; capacity shall be 1.2 lters (2 liters in suites of i  month

Completion Date i
6/18/14

3
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